Patients with resectable pancreatic ductal adenocarcinoma (PDAC) show differential prognosis after radical resection. Currently, cancer grading and surgical criteria depend heavily on imaging and anatomical diagnosis. It's essential to set up a model with reliable prognostic factors during the perioperative period to assess prognosis in PDAC patients. In this study, 103 patients diagnosed with PDAC who underwent radical resection were recruited. The predictive value of preoperative carcinoembryonic antigen (CEA), postoperative CA24-2 and the combination of two for overall survival (OS) were evaluated. Both pre-CEA and post-CA24-2 were found to be independent prognostic factors for OS according to multivariate analyses. Kaplan-Meier analysis revealed that CEA and CA24-2 as well as the combination of two were correlated with poor OS. In addition, patients with both markers elevated have worse prognosis than patients with either pre-CEA or post-CA24-2 elevated. Thus, we concluded that the combination of CEA and CA24-2 can be used as a prognostic factor for stage I and II resectable PDAC patients.
Introduction
Pancreatic ductal adenocarcinoma (PDAC) is the fourth leading cause of cancer mortality worldwide with a five-year survival rate of approximately 7.2% [1] . Up to date, surgery is the only effective treatment option for PDAC, which can increase the 5-year survival rate by 20%-25% [2, 3] . However, only 15%-20% of patients diagnosed during early cancer stage are eligible for radical surgery. Furthermore, this invasive technique does not guarantee a cure, and sometimes may lead to poor response to chemotherapy [4] .
Currently, surgical guideline of PDAC still relies on imaging and tumor anatomy. Studies of postoperative PDAC prognosis have shown that clinical pathological features such as tumor size, lymph node metastasis, neurological invasion, distant metastasis, and vascular invasion may influence disease-specific survival(DSS), disease-free survival (DFS), and overall survival(OS) [5, 6, 7] . Serological indicators such as LDH, ALB, ALP, NLR and CRP affect prognosis of patients with stage III and IV PDAC characterized by distant metastasis and local progression [8] . While serum CA19-9, CA12-5 and CEA have been reported as markers of prognosis for PDAC at all stages [9] . Moreover, TNM Classification of Malignant Tumors may also affect treatment plan and prognosis of patients [10] . Overall there are no reliable biological markers to guide adjuvant therapy and determine prognosis of PDAC. In this study, our retrospective cohort analysis investigated clinical data, laboratory tests and pathological diagnosis before and after PDAC resection. We aim to identify Ivyspring International Publisher possible markers related to PDAC radical resection in order to provide a basis for clinical evaluation of patient prognosis.
Materials and Methods
Patients 103 patients diagnosed with PDAC and underwent radical resection in Tianjin Medical University Cancer Institute and Hospital from 2011 to 2015 were recruited for our study. Eligibility for radical resection was evaluated according to NCCN guideline [11] . Pancreaticoduodenectomy or spleen and distal pancreatectomy were performed based on tumor location and growth. Patients underwent admission assessments including chest X-ray, abdominal CT or MR, and baseline observations were recorded. Postoperative tissue biopsy confirmed pancreatic ductal adenocarcinoma diagnosis.
All patients underwent postoperative adjuvant chemotherapy within 1 or 2 months after surgery. We conducted regular telephone follow-up of all enrolled patients. The exclusion criteria for this study included: 1. Preoperative assessment was not found, but intraoperative pathology diagnosed patients with distant metastases. 2. Non-R0 resection of the patient. 3. Patients who died within 1 month after surgery. 4. Patients who did not undergo standard adjuvant chemotherapy after surgery. 5. Patients who were unwilling to undergo research or unable to follow up. This study has passed the ethical review of the Ethics Committee of the Tianjin Medical University Cancer Institute and Hospital.
Histopathological examination
Tumor tissues used for diagnostics were all collected during surgery. The histopathological criteria used in this study included: tumor size, tumor location, carcinoma cell embolism, lymph node metastasis, distant metastasis, perineural invasion, pancreatic capsule invasion, and presence of R0 resection. TNM staging of PDAC were determined based on histopathology in accordance with the American Joint Commission on Cancer (AJCC) [11] .
Laboratory testing
Serum CA19-9, CEA, CA24-2, LDH, ALP, TBIL, DBIL, ALB, and NLR were collected within 7 days before surgery. ALB was collected again 7 days after surgery. CA19-9, CEA and CA24-2 were collected 30 days after surgery. The cut-off values were defined as the upper limits of normal CA19-9, CEA, CA24-2, LDH, ALP, TBIL, DBIL, ALB, and the lower limits of normal ALB. We set the cutoff value of NLR to 5.
Study design and statistical analysis
All statistical analyses were performed using SPSS software (version20.0). Data between groups were compared using Pearson χ 2 and Fisher's exact, and the inter-group OS was compared using non-parametric statistics. Univariate COX regression was used to screen for potential prognostic factors, and p value ≤0.20 was used for multivariate COX regression to calculate HR and determine independent prognostic factors. Survival analysis was performed using the Kaplan-Meier method. Survival period is the interval between the day of surgery and death or loss of follow-up. Statistical significance was defined as p value ≤0.05.
Results

Patient characteristics
This study included 103 patients, 65 males (63.1%) and 38 females (36.9%), with PDAC who were admitted to the Tianjin Medical University Cancer Institute and Hospital from 2011 to 2015. Preoperative evaluation confirmed the presence of resectable pancreatic cancer. The median age of patients was 60 (range from 42-80). There were 65 cases (63.1%) of tumor located in the head and uncinate process of pancreas, and 38 cases (36.9%) were located in the pancreatic body and tail. Based on the pathological TNM staging system, 43 patients (41.7%) were in Stage I and 60 patients (58.3%) were in Stage II. There were 63 patients (61.2%) with tumor size smaller than 4 cm and 40 patients (38.8%) with size greater than 4 cm. A total of 28 cases (27.2%) exhibited local lymph node metastasis. In addition, there were 18 cases (17.5%) with presence of carcinoma cell emboli, 40 cases (38.8%) with perineural invasion, 81 cases (78.6%) with pancreatic capsule invasion, and 23 cases (22.3%) with vascular invasion. The general characteristics, including laboratory tests, are summarized in Table 1 .
Independent prognosis factors for resectable PDAC with stage I and II
We initially selected 28 risk factors that may affect the overall survival of patients with PDAC after radical surgery based on basic clinical information, pathological finding and laboratory results of patients. Univariate COX analysis identified 7 candidate indicators for poor prognosis, including age (HR=0.687, p=0.195), preoperative CA19-9 (HR=1.454, p=0.195), preoperative CEA (HR=2.348, p=0.001), preoperative DBIL (HR=0.654, p=0.107), postoperative CA19-9 (HR=1.636, p=0.025), postoperative CEA (HR=2.187, p=0.012), and postoperative CA24-2 (HR=1.849, p=0.007), which were further evaluated by multivariate COX regression analysis. From that, the forward and backward LR methods verified that elevated preoperative CEA (HR=2.212, p=0.002, p<0.05) and postoperative CA24-2 (HR=1.731, p=0.017, p<0.05) were independent factors of poor prognosis and OS (Table 2) . 
Preoperative CEA and postoperative CA24-2 levels correlated with clinical characteristics
We compared inter-group relationship between preoperative CEA, postoperative CA24-2, and clinical pathological features. Elevation of either preoperative CEA or postoperative CA24-2 was given a score of 1. Consequently, patients were divided into three groups with scores of 0 (no elevation), 1 (elevation of either CEA or CA24-2), 2 (elevation of both CEA and CA24-2). Results showed that late stage PDAC was highly correlated with increased preoperative CEA, postoperative CA24-2 and the combination of two (p=0.027, p=0.008 and p=0.004). Regional lymph node invasion also correlated with postoperative CA24-2 and the combination of two (p=0.003, p=0.002). Interestingly, primary tumor (T) was only correlated with the combination of both elevated CEA and CA24-2 (p=0.035) ( Table 3 ).
Combined scores of postoperative CA24-2 and preoperative CEA were associated with postoperative prognosis of PDAC
In nonparametric tests, we found that patients with either elevated preoperative CEA or postoperative CA24-2 predicted a lower OS after surgery (21 vs. 16 months, p=0.001; 21 vs. 12 months, p=0.005) When preoperative CEA and postoperative CA24-2 were combined, patient OS decreased further (p<0.001) suggesting an increase in both factors were more detrimental to patient survival. The Kaplan-Meier method was used to compare the effects of preoperative CEA and postoperative CA24-2 on the OS between groups (Figure 1 A and B) . The combined scores of preoperative CEA and postoperative CA24-2 embodied a stronger correlation with OS in which patients had lower OS compared to patients with an increase of either preoperative CEA or postoperative CA24-2 (11 vs. 21 vs. 16 months, p<0.001).
Discussion
In our clinical work, we found that patients with resectable PDAC often have different prognosis after radical resection. Grading of PDAC and surgical guideline are primarily based on imaging results and tumor anatomy. Compared to other cancers with established biomarkers, such as PR, ER and HER-2 in breast cancer [12] and RAS, BRAF, MMR in colon cancer [13] , PDAC lacks effective markers to assist in diagnosis, treatment and prognosis. Therefore, this study analyzed clinical data, laboratory tests and pathological diagnosis before and after surgical resection to determine factors that may affect the prognosis of PDAC patients. The study evaluated 29 prognostic factors derived from basic clinical information, pathological finding and laboratory results. All parameters were analyzed by univariate and multivariate COX proportional-hazards model. Information such as age, gender, tumor location and TNM staging were common factors used in analysis of tumor development and prognosis. In this study, we grouped primary tumors into two categories with a cutoff value of 4 cm. This classification has been demonstrated to resemble more closely with prognostic outcome [14] . We also performed analysis of tumors categorized into three groups, and the results did not differ from that of the two categories. In addition, histopathology such as neurological invasion, vascular invasion, carcinoma cell embolism and pancreatic capsule invasion were also included in this study [5, 15] . Laboratory indicators were selected based on convenience and ease of collection. They are commonly used to evaluate patient condition before and after surgery. CA19-9, CEA and CA24-2 are tumor markers that reflect PDAC progression from tumorigenesis, local progression to metastasis [16] . For this reason, tumor markers were collected preoperatively and 1 month after surgery. Serum enzymes such as LDH and ALP were shown to be associated with prognosis in PDAC [17] . Bilirubin and ALB are important indicators of liver metabolism and nutritional status of the patient, which may also influence prognosis [18] . Recent studies have found that preoperative NLR affects prognosis of patients undergoing radical surgery, but there is a lack of reference NLR level [19] . In our study, multivariate COX regression analysis showed that OS in patients that underwent radical resection during early PDAC (stage I and II) had no significant correlation with age, gender, tumor location and TNM stage. There was also no significant correlation between prognosis and the presence of neurological invasion, vascular invasion, vascular tumor thrombus and pancreatic capsule invasion. From serum markers, we found that preoperative CEA and postoperative CA24-2 were independent risk factors of radical resection of PDAC. Other markers, such as CA19-9, LDH, ALD, TBIL, DBIL, ALB, and NLR did not show strong correlation with OS in early stage PDAC patients. It should be noted that a meta-analysis of NLR in PDAC patients revealed no clear cutoff value for NLR, but a cutoff value of 5 was sufficiently stable to evaluate postoperative prognosis [19, 20] . Therefore, this study used NLR=5 as the cutoff value, and found no statistical difference between NLR=2.3 [21] , NLR=3 [22] , NLR=4 [23] and NLR=5 on OS.
CA19-9 has been touted as a reliable serum marker for PDAC because of its high sensitivity of 70%-90% and specificity of 90% for diagnosis [24] . However, in this study CA19-9 did not correlate with postoperative survival of PDAC patients. In addition, due to a lack of Lewis antigen in 6.9% of patients, the sensitivity of CA19-9 in our test population was only 80%. This phenomenon limited the ability of CA19-9 as an independent biomarker for PDAC prognosis [25] . Patients with resectable PDAC in our study were all in stage I and stage II, and accuracy of CA19-9 can vary with disease stage [26] . Furthermore, one study indicated that the different cutoff values of CA19-9 may have different prognostic efficacy. Therefore, in early stages, CA19-9 may not be an effective biomarker compared to late stages of PDAC [27] .
Our study found that preoperative CEA and postoperative CA24-2 were independent markers for poor prognosis of radical PDAC resection. CEA is the second most common serum biomarker used to diagnose PDAC. A meta-analysis estimated that the average sensitivity of CEA for PDAC detection was 44.2% (95%CI, 38.5%-50.0%) with an average specificity of 87.5% (95%CI, 82.5%-91.2%) [28] . While some suggested that CEA is inferior to CA19-9 in identifying PDAC, the specificity of the two are similar. A later study supported CEA as a potential biomarker in Lewis-negative PDAC patients, especially in stage I and stage II with better correlation to prognosis [29] . This was consistent with the results of our study. We found that low preoperative CEA correlated with longer survival in PDAC patients after radical surgery. Another marker, CA24-2, is used in conjunction with CA19-9 in early diagnosis of PDAC. Although CA24-2 was found to be less sensitive than CA19-9 in diagnosing PDAC, it was more specific [30] . One study found that pancreatic tumor size of more than 4cm showed significantly higher serum CA24-2 level, and cancer invasiveness also correlated positively with CA24-2 level [31] . Interestingly, our study found that postoperative CA24-2 level correlated better with tumor size, lymph node metastasis and PDAC stage than preoperative CA24-2. Our study supported the notion that postoperative tumor markers play an important role in resectable PDAC prognosis. When patients showed elevations in both preoperative CEA and postoperative CA24-2 markers, we found that they had lower OS compared with each biomarker alone. This observation suggested that patients with an increase in the combined index will have a worse prognosis. Therefore, combination biomarkers should be used to improve prognostic power.
The current study has several limitations. First, our study evaluated biomarkers for prognosis in the context of early stage PDAC. Established prognostic factors such as CA19-9 [31] , LDH, ALP [18] and NLR [20] were mostly used for later stage PDCA and distant metastasis, which was not found to be significant for in ours. It should also be noted that recruited patients were not refrained from receiving other treatments after the initial chemotherapy from our study. Possible treatment variability may have affected the average OS of patients in this study. Postoperative adjuvant therapy therefore should be better controlled in further studies.
Conclusion
Our study revealed that preoperative CEA and postoperative CA24-2 are biomarkers for prognosis of patients in stage I and II PDAC that underwent radical resection. Elevated CEA and CA24-2 independently and in combination predicted poor survival of patients, where the combination of the two led to worse prognosis. In order to determine the prognosis of patients, tumor markers from before and after surgery should be combined to accurately manage the timing of surgery and adjuvant therapy. A multicenter prospective cohort will be established to investigate the relationship between prognosis and a more comprehensive array of biomarkers in patients at different stages of PDAC undergoing radical surgery.
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